We present a histologically proven mucinous adenocarcinoma of the colon in a 40 year old female from Gulu, Northern Uganda. Her elder sister died at 25 years with advanced adenocarcinoma of colon similarly with her mother who died of the same illness 10 years apart. Using the Amsterdam criteria for the diagnosis of the carcinoma of the colon, this is descriptive of Hereditary Non Polyposis Colorectal Carcinoma (HNPCC). Blood examinations revealed microcytic hypochromic anaemia. The Renal and Liver function parameters were essentially normal. The abdominal ultrasonography showed an ill-defined mass in the right hypochondrial region which was heterogeneous with central echogenicity approximately 7.2cm wide and with no intra-abdominal lymphadenopathy or ascitis. At laparotomy, the sonographic findings were confirmed with a demonstrable mass in the hepatic flexure of the colon with hyperemic areas on its serosa. Macroscopically, there was an annular fungating mass with a central necrosis in the hepatic flexure measuring over 7.0cm. Histology of the colonic tumour showed a mucinous adenocarcinoma of the colon (Duke's B).
Introduction
There is paucity of literature on the incidence and prevalence of carcinoma of the colon in Northern Uganda. However, according to the Kyadondo Cancer Registry (KCR) in Kampala; its incidence in Uganda is 9.0% [1] (Table 1 ) and 7.6% in Kenya [2] . The reason for the high prevalence and incidence of carcinoma of the colon in Uganda compared to the other East African countries is not well understood.
More so, in Northern Uganda, it presents commonly among the older age group which gives challenges to clinicians in getting timely diagnosis for the young ones. It is observed that diagnostic difficulties and inappropriate treatment may happen due to the variable clinical appearances of the illness. In the western countries, familial cancer of the colon is the second commonest type (25-30%) of carcinoma of the colon after the sporadic type [3] . The commonly hereditary colonic
carcinoma (Familial Adenomatosis polyposis (FAP) and Hereditary
Non-polyposis colorectal carcinoma (HNPCC))° which are autosomal dominantly inherited disease account for <1% and 3-5% of all colonic carcinoma respectively [3] . We present a case of a 40 year old female who was successfully managed at Gulu Regional Referral Hospital, one of the teaching Hospitals of Gulu University, Gulu, Uganda. This case report is also presented in remembrance of one of the senior doctors who recently died of colorectal carcinoma in Uganda at the age of 59 years (Dr. MM).
Patient and observation
A 40 year old female, a wife to a senior Medical Doctor in Northern Uganda presented to Gulu Regional Referral Hospital Surgical Outpatient Department (SOPD) with a dull aching abdominal pain in the right hypochondrial region which had lasted 7 months and an abdominal mass in the same area for 5 months. The abdominal pain was not colicky in nature but progressive and radiated to epigastric region and relieved only temporarily and partially by some analgesics.
She reported passage of dark colored stool and associated progressive weight loss over the period. There was no reported history of vomiting, diarrhoea or passage of mucoid stool and neither were these symptoms associated with abdominal distension, vomiting or early morning diarrhoea but associated with flatulence which she described as of "rotting smell". She reported a history that her mother and elder sister passed on due to a similar illness but for the elder sister, she died when she was 25 years old having been diagnosed with an advanced adenocarcinoma of the colon at one of the hospitals in Northern Uganda. Her mother too died due to a similar condition but at the time of her death she was middle aged. She denies any history of smoking cigarettes or drinking alcohol in her entire life but reports that they normally used firewood for cooking since childhood. She had moved to several health facilities in Gulu seeking medical treatment and she was being treated for Peptic Ulcer Disease (PUD) for which she only got mild relieve from the pain and discomfort. At the time of her admission she had a booklet of medical forms which when combined could be measured at about 10cm in thickness.
In all, the clinicians continued to diagnose and treat her with Peptic Ulcer Disease (PUD) and continued to prescribe antacids and other proton pump inhibitors for her treatment. The mass was even biopsied under ultrasound guided biopsy in one of the major hospitals in the region for which the histology results showed a non-specific inflammation. On general examination, she was a young woman in fair general condition, moderately wasted, afebrile to touch with an axillary temperature of 36 o C. She had moderate pallor but not jaundiced, she had moderate dehydration, but with no palpable lymphadenopathy.
The abdomen was of normal fullness, moving with respiration. It was soft with mild tenderness in the right hypochondrial and lumbar regions. The liver and spleen were not enlarged but there was an ill-defined mass which was palpable in the right hypochondrial and lumbar regions, which was firm in consistency, nodular, non-tender, relatively mobile, intra-abdominal and with a dull percussion note.
There were no other masses palpable and no collateral findings on the (Table 3) .
Discussion
Colorectal carcinoma is the third commonest malignancy in the developed world after lung and breast cancers [3] . It is reported that the 5 year survival rate from large bowel carcinoma is only approximately 50% even in the developed world in spite of improvements in diagnosis, surgical techniques, preoperative care and postoperative therapies [3] . The incidence of mortality from this disease has little changed over the last 40 years [3] . In addition, adenocarcinoma of the colon is reported to be the most common histopathological type of colorectal carcinoma which is ranked fourth in men and third in women in Western Europe and the United States and overall accounts for 98% of cancers of the large intestine [5] . This cancer is reported mainly in association with a western lifestyle (obesity, lack of physical activity, consumption of diets low in fruits and vegetables and over consumption of red meat), hence its predominance in affluent societies [5] . In addition, pre-malignant conditions such as familial adenomatous polyposis coli syndrome and inflammatory bowel diseases have been reported as important associated factors [5] . In sub-Saharan Africa, evidence
shows that the incidence of adenocarcinoma of the colon is rising and this has been attributed to changes in lifestyle probably as a result of globalization [4, 5] . In Uganda, the Kampala Cancer Registry which covers a population of about two million people in Kyadondo County, has shown an increased incidence of colorectal carcinoma in the population in the past three decades [4, 5] (Table 1 ). In the period from 1991 to 2006, the incidences have increased from 5.2 per 100,000 to 9.0 per 100,000 in women [4] . This trend has similarly been observed in other low-income countries where the incidence was once reported to be low [4] . 
